Method
Series A was the subject of detailed study by Morgan (1979) .It consisted of 12 patients who committed suicideduring the period 1968â€"1978, eitherwhile receiving in-patient care or within two months of contact with a psychiatric team. All the patients in the series had been admittedto thesame in-patient unit. Our findings are based on a retrospective analysis of hospital casenotes. Series B consisted of 14 patients, and is derived from an analysis of unexpected deaths among psychiatric patients which is still going on. This study began in January 1982 and the present report concerns those patients who had been identified as suicides up to July 1983. Data collection involved matching hospital discharge statistics with those derived from regular perusal of the coroner's records, followed by a questionnaire enquiry to the relevant consultant psychiatrist. We did not restrict ourselves to cases with a coroner's verdict of suicide: all the patients were identified as probable suicides on the basis of clinical assessment. The present report describes those indi viduals up to 75 years of age who were either psychiatric in-patients at the time of their suicide or had been discharged within the previous two months.
Results

Series A
The age-range of these 12 patients was 17â€"66years. Nine were female and three male. Six were married, foursingle, one widowed, and one was divorcedand living as single. Three lived alone and three had chronic epilepsy. Major psychiatric problemshad been present for at least one year in all patients. In nine, the diagnosis was depressive illness (endogenous in two, reactive in seven), with varying degrees of self-blame. In the three remaining patients the individual diag noses were: schizophrenia (related to drug abuse); schizoaffective illness; and temporal lobe epilepsy with early dementia.
All the patients except one had exhibited deliberate self-harm at least once before. None committed suicide in the hospital itself.
Communication of suicidal ideas
All had talked openly at some time during the last few weeks of their lives about feeling suicidal: three accurately described themethod theyeventually used intheir self-destruction. However, therewere several factors which made it difficult to evaluate the degree of suicidal intent. In some, particularly the older patients, thereappearedto be ambivalencetowardstheactof suicide. These patients gave strongreassurances at interview eitherthatthey were feeling improved or that they would always seek help if they should reach crisis point. It seems probable that such reassurances were usually related to real ambivalence to the idea of suicide; only in two cases did they appear to be designed todeceivemembers ofstaff.
Misleading signs of improvement
Six patients (all those under 40 years of age) improved, at times, sufficiently to suggest that they were no longer at risk of suicide. In retrospect, such variability appears to have been merely a reflection of the degree of proximity to stressful environmental factors; tempo rary improvement within the intensive support of a hospital ward may therefore have been misleading in the assessment of longer-term suicide risk.
Unexpected clinical features
Six patients showed considerable anger directed at others, a feature which seemed to be as marked as any depressive element. Depression is of course assumed to be more commonly associatedwith inwardly directed aggression.
The marked restlessness and episodic screaming noted in five cases are not them selves atypical, but are worthy of note as indices of the considerable distress which may be found in patients who are truly suicidal.
Deteriorating relationships with others
A considerable number ofthepatients who committed suicide lost support from others in the last few weeks of their lives. In eight cases the ward staff became critical of their behaviour, which was construed as provoca tive, unreasonable, or over-dependent. In ten cases the staff supposed that there was some element of deliberately assumed disability. Such alienation ap pears to have been malignant, in the sense that it gathered momentum inexorably and was associated witha fatal outcome.Itcertainly complicated thetask of assessing suicidal intent, because it impaired the degreeoftrust between thepatients and staff.
Series B The age-rangeof these14 patients was 29â€"75 years. Seven were male, seven female. Two were married, six single, three separated or divorced, and three widowed. Depressive illness was diagnosed in nine patients, obsessionalâ€"compulsive neurosisin one, chronic schizophrenia in one, anorexia nervosa and bulimia inone,and personality disorder intwo.Itisof course a legal requirement that a coroner should not return a suicide verdict at inquest in the absence of positive proof,such as an eye-witness accountor a suicide note. It is not surprising, therefore, that the coroner returned a suicide verdict in only four of the patients in this series, although clinical judgement suggested probable suicide in all of them. Six had absented themselves from the ward before committing suicide (one walked away from a patients' outing) and only two of the suicides occurred in the hospital ward itself.
Misleading clinical picture
In eight patients there had been encouraging signs that major improvements had occurred, and suicide was quite unexpected. In some cases patients had given clear reassurances to members of staff that they were not feeling suicidal.
Chronic unresolved problems
Serious adverse life-events had persisted in eight patients: it was striking that in six of these there had nevertheless appeared to be significant symptomatic improvement while they were in the ward. This finding suggests that assessment of patients at risk of suicide should not merely be based on symptoms and behav iour in the hospital, because unresolved difficulties in the patients' lives outside hospital are clearly also important.
Problems of surveillance
In six cases difficulties in maintainingadequate surveillance were mentioned. These were due either to low staff levels or the unsatisfactory natureof the intensive care area.
Other factors
In one patient the concomitant use of alpha methyl dopa to treat hypertension was thought to have contributed to the patient's depressive state. One patient was a member of EXIT, and another had been in contact with the organisation in the two weeks before her death.
Conclusions
Although the findings presented here cannot be regarded as more than providingtentative leads towards further research, they demonstrate the value of even limited systematic reviews of suicide in psychiatric patients.
Both series serve to emphasise the complexities of clinical evaluation and the unreliability of assessment which depends merely on symptomatic change and ignores unresolved difficulties in the patient's life.
It is also apparent that although people who are about to kill themselves often talk openly about suicidal ideas, they also commonly deny suicidal intent. While this may in some cases be explicable on the basis of true ambivalence towards suicide, it is also clear that the degree of distress which suicidal individuals experience and exhibit can vary consider ably from one hour to the next. Episodic improvement may be associated with transient regeneration of hope and loss of suicidal ideas, and clinical assessment of risk needstotakethis phenomenon intoaccount. Itis also necessary to recognise that suicidal patients may be just as angry with others as they are with themselves, and thata smallproportion appeartodeny suicidal intent in order to mislead those responsble for their clinical care. Also worthy of further clarification is the process of terminal or malignant alienation which may be pro voked by recurrent relapse or difficult behaviour. We need to know how often alienation of this kind precedes suicide, and to identify its components more clearly. Itmay consist of a series of life events, or a combinationof them, and theremay be a terminal rejection by others in a variety of ways. We need to understand more about this process, which appears to be common in the weeks or days before suicide occurs: in the final act of suicide, the attitudes of others and the life difficulties may be just as important as the psychopathology of the person who kills himself.
While this might seem self-evident in a condition such aschronic alcoholism, whichisusually associated with behaviour liable to produce hostility in others and subsequent rejection, it might have relevance to other conditions too. Is recurrent depressive breakdown particularly likely to lead to loss of support from others? Could this be just as important as depressive ideation in leading to suicidal behaviour in such patients? The presentstudysuggests thatin casesof suicide, a process of terminal and malignant alienation is commonly found. Further understanding of this process must be regarded as an important component of any future research into suicide prevention.
